Objective. To assess changes in the quality of care following the introduction of a new postnatal package.
Introduction
The postnatal period is neglected throughout Africa. The quality of care for those who seek services is often poor and many women and their infants are not encouraged to seek care until 6 weeks after delivery. Lack of a defined postnatal care package contributes to the discontinuity between maternal and child health programs [1] .
Although there have been improvements in the quality of care during pregnancy and childbirth, there is limited uptake of early postnatal services for mother and newborn and acceptance and use of postpartum family planning methods in many countries. The greatest gap in the continuum of care occurs during the first crucial week after childbirth when both maternal and newborn deaths are most likely [2, 3] . In Africa alone at least 125 000 women and 870 000 newborns die in the first week after birth every year [4] . For many women in eastern and southern Africa, the postnatal period is a time of increased susceptibility to HIV and STIs [5, 6] . Although HIV infection in the mother will influence the baby's survival, practically all neonatal deaths in the first month of life are due to non-HIV causes (e.g. asphyxia, sepsis and prematurity), highlighting the need to address the quality of basic maternal and newborn care.
Evidence suggests that there are some 'crucial' moments when contact with the formal health system during the postpartum period by skilled attendants could be instrumental in identifying and responding to needs and complications after childbirth: the first few hours after birth (whether at home or in a health facility), between 3 and 7 days and at 6 weeks [7, 8] . Better understanding of complications such as haemorrhage in the early postpartum period, which is greater than 30% in Africa and Asia [9] , has shown the importance of early and universal postpartum care [10] .
The family planning needs of women during the first year postpartum are also not well addressed [11, 12] . In Kenya, 68% of women have an unmet need by 12 months [13, 14] . Postpartum women need information and services, provided at appropriate times, to address this unmet need. Providing a continuity of care from antenatal services, including prevention of mother-to-child transmission (PMTCT) of HIV, delivery and postpartum care can ensure that women's health and fertility intentions are more likely to be effectively met [15] .
To improve the quality of postnatal care, the Ministry of Health (MOH) in Kenya increased both the recommended timing and content of postnatal services a women and her infant should receive to at least three assessments within the first 6 weeks after childbirth (within 48 h, 1-2 weeks and at 6 weeks. The study assessed whether the introduction of postnatal package of care contributes to improved counselling on essential maternal and newborn health and family planning.
Methods

Intervention description
The new Kenya comprehensive postnatal care package and job aid (checklist to aid providers) were developed by the Division of Reproductive Health (DRH), MOH, ACCESS-FP/Jhpiego and FRONTIERS/Population Council. These tools aim to increase provider awareness of the need to focus on providing the continuum of care from pregnancy to labour and childbirth and through to the postnatal period to ensure both mother and newborn survive. Table 1 summarizes the content of the postnatal care package which incorporates relevant maternal and newborn healthcare services in the postnatal period as well as postpartum family planning.
To introduce the postnatal care package, a 3 day training took place for staff and their supervisors from the maternal and child health clinics and maternity units from four health facilities in one district. Initially, 24 providers from the selected facilities were oriented in the postnatal care package, as well as in the use of a new postnatal register recently released by the MOH. Subsequently, the MOH requested a further 52 providers to be trained from other health facilities in the district. Regular supportive supervision visits were made to the four health facilities to assess knowledge, application of that knowledge and skills learned, and to resolve gaps identified during the visit.
Study design
A pre -post intervention cross-sectional design was used to assess any changes in the quality of counselling for postnatal care before (September 2006) and after (July 2007) the introduction of the new postnatal care package. The four health facilities in Embu district, Eastern Province, Kenya were purposefully selected according to specific criteria which included the provision of: focused antenatal care, PMTCT, family planning and counselling and support for infant feeding.
Direct observation of client -provider interactions were used to measure quality of postnatal care. The 48 h and 2 weeks consultations were not routine prior to the intervention and so none was observed pre-intervention. The 6-week routine consultations were observed both before and after the intervention. Observations of the cross-sectional clientprovider interactions were carried out concurrently in maternity and maternal and child health/family planning units during the same time period with cross-sectional samples of women for each category at 48 h ( post-intervention only: n ¼ 29), 1-2 weeks ( post-intervention only: n ¼ 64) and 6 weeks ( pre-intervention: n ¼ 86 and post-intervention: n ¼ 70). All women attending for postnatal services during the data collection period were approached and requested for permission to observe their consultation. Data collectors were qualified midwives from outside the study district, trained for 5 days and included role playing to internalize the data collection instruments. Supervisors checked all completed instruments for data quality and accuracy prior to data entry and analysis.
Data were entered using Epidata and exported to SPSS for analysis. The indicator/summary scores were obtained as the additive sum of items/variables representing specific aspects of postnatal care (e.g. essential newborn care and essential maternal care including return to fertility and family planning) observed during consultations with the clients. Distinct variables and indicator scores were tested using Wilcoxon -Mann -Witney test to determine the significance of differences between the pre-and post-intervention results at 6 weeks; this was after confirming that the normality assumption of the two-independent samples t-test failed. A P-value of less than or equal to 0.05 was used as the threshold for significance. This method was used to demonstrate overall improvements in quality of care rather than individual aspects of care.
Results
The quality of care was assessed on the basis of counselling for essential newborn and maternal health. Tables 2 and 3 outline the detail of the key indicators used for compiling the composite scores for newborn and maternal care, respectively.
Newborn care
The four key indicators making up essential newborn care include asking about danger signs in the newborn, counselling on danger signs in the newborn specific to the early postnatal period, immunizations received by infant and counselling on infant feeding (Table 2) .
During the 48 h consultations, providers were more likely to ask mothers if their newborns had problems in feeding or if the baby felt too hot or too cold than at 2 or 6 weeks. At the 2 weeks consultation, around half of the providers asked about the three dangers signs. During the 6 weeks consultations although significant improvements were noted postintervention, less than half of the providers asked if the infant had problems in breathing or had a fever or not. Mothers were most frequently counselled on feeding difficulties and temperature control within 48 h of birth and the 2 weeks consultation. Comparisons between the pre-and postintervention groups at the 6 weeks consultation showed significant increases after the intervention for counselling on the three key indicators.
During all consultations on the postnatal ward, newborns were observed receiving Polio 0 vaccine and BCG, although fewer were observed receiving BCG and Polio at 2 weeks. These were mothers who had not delivered in a facility and were making their first visit following childbirth. After the intervention, providers at the 6 weeks consultation were much more likely to administer Polio 1 and HBV/DPT/ Pentavalent.
In all consultations within 48 h, providers gave advice to mothers on infant feeding and frequently encouraged a discussion on how they were managing the feeding. In subsequent consultations, advice on breastfeeding and re-emphasis on exclusive breastfeeding remained high across the time period. Even though the overall scores almost doubled for the quality of newborn healthcare observed during the client -provider interactions at 6 weeks (Table 4) , the post-intervention scores remained lower than desired.
Maternal care
After the intervention providers were expected to ask postpartum women if they have experienced any problems since birth, and to counsel women on potential signs of complications. These included bleeding since birth, colour/smell of vaginal discharge, condition of perineum/caesarean section scar, signs of thrombophlebitis. For the majority of consultations within 48 h and 2 weeks of delivery, women were asked about any bleeding since birth, the colour and smell of their lochia, although few asked about the condition of the perineum or signs of thrombosis (Table 3) .
Most providers were observed counselling or giving messages to the mother at 48 h on the possible danger signs: excessive bleeding, foul smelling vaginal discharge and poor healing of perineum. During the consultations on the postnatal ward, all women had their blood pressure taken, fourfifths their temperature taken, but only one-third had their pulse measured. All postpartum women were palpated for uterine involution and virtually all were given a full physical examination.
In less than one-fifth of the consultations within 48 h were risk factors on prevention of sexually transmitted infections including HIV and condom use discussed, although providers did discuss the importance of partners counselling and testing for HIV during most of the consultations. At the 2 weeks consultations, providers were not likely to counsel on sexually transmitted infections/HIV risks, but some improvements were observed following the intervention at the 6 weeks consultations (Table 3) .
Among women counselled on family planning, two or more methods were discussed in three quarters of the 48 h consultations and in two-thirds of the 2 and 6 weeks consultations. The majority of women (n ¼ 64) chose a family planning method (83%) during the 2 week consultation. There was a significant increase from 35% (n ¼ 86) to 63% (n ¼ 70) where women were observed choosing a family planning method at 6 weeks. After the intervention, the lower level of family planning uptake during the 6 week visit than the 2 week visit (63 vs. 84%) is probably because many women attending the 6 weeks consultation had already received a family planning method before leaving the health facility after birth or during the 2 weeks visit. At the 2 weeks consultations, only 16% of the women observed were not using any form of family planning. Two-thirds of those practicing family planning at 2 weeks were using the lactational amenorrhea method (LAM), although few (4%) used a condom as well as LAM. Other methods used at 2 weeks included implants (4%), vasectomy (2%) and condoms (4%). Table 4 compares the mean summary of quality of care for mothers and infants observed at 6 weeks both before and after the intervention. Overall, the total quality of care score doubled. The improvements in all aspects of quality of care are highly encouraging, but given the poor level of care found during the pre-intervention assessments the composite score after the intervention still falls short of the level desired. P-value derived from a Wilcoxon -Mann-Whiney test. *P , 0.05 between pre-and post-intervention at 6 weeks only. **P , 0.01 between pre-and post-intervention at 6 weeks only.
Discussion
This study sought to assess the quality of counselling following the introduction of an improved postnatal package that included postpartum family planning. The package incorporated essential maternal and newborn care in the first days after childbirth and at the same time provided opportunities to inform and provide appropriate family planning advice and methods (according to the breastfeeding status and time postpartum) at several points in time within 48 h, 1-2 weeks and at 6 weeks. The comprehensive postnatal package was effective in improving the performance of most providers in the key component services of the postnatal care package, especially in terms of postpartum family planning. Significant improvements were noted in counselling for family planning and return to fertility at 6 weeks; an increase in the use of LAM immediately post-delivery and at 6 weeks; and use of the intra-uterine device at 6 weeks postpartum. The overall scores for quality of care remained relatively low but this was probably because the quality of care scores identified before the intervention was introduced were lower than had been anticipated. This conforms to study findings in Lesotho [15] and Swaziland [16] . Although all providers observed during this study provided services to postpartum women within their facilities, a number had not been trained in the formal Kenya family planning/reproductive health training program, indicating a nationwide gap that needs addressing. The weaker aspects of comprehensive postnatal care need increased attention. It is recommended that a strategy to roll out the package is implemented in line with the National Reproductive Health Policy (2007).
The void of comparable relevant data for programmes reveals the lack of systemic implementation of a postnatal package. Globally, there are no consistently measured indicators of effectiveness for postnatal care [4, 12] . Apart from measuring the number of births that take place at home, the postnatal indicators in demographic health surveys give no information on the content or quality of a postnatal care visit. There have been no major studies, such as the multi-country studies carried out for focused antenatal care or the use of magnesium sulphate for management of severe pre-eclampsia and eclampsia, to identify the optimum timing and delivery of integrated postnatal services that include all aspects of essential maternal and newborn care and family planning [4] .
In Kenya, to raise the standard of care still further, the postnatal care training package would benefit from having a stronger clinical skills component for managing maternal and newborn complications. The process of expanding postnatal care availability will require further consultation with and inclusion of key actors, which provides the opportunity for engaging with the pre-service training institutions and professional bodies to ensure institutionalization and standardization of targeted postnatal care. Linkages with PMTCT services, community strategies, as well as using focused antenatal care as the platform for strengthening the continuum of care are essential next steps [17] . In fact, the second prong of PMTCT ( prevention of unintended pregnancies) is often ignored; therefore this comprehensive package goes someway to address the family planning needs of postpartum women living with HIV. Nevertheless, additional studies looking at the postpartum family planning needs for women living with HIV would be useful.
When addressing the gaps in quality of postnatal service provision, it is important to strengthen community linkages to continue the momentum towards creating awareness about the new postnatal consultations and services; the need to co-opt critical actors, such as male partners and mothers in law, community leaders and health committees, Wilcoxon-Mann-Witney test used. *P , 0.05 between pre-and post-intervention at 6 weeks. **P , 0.01 between pre-and post-intervention at 6 weeks.
community midwives, and community health workers [18] is also crucial. Although the health facilities are typical of those found across Kenya, this study had some limitations. The contraceptive prevalence rate in Eastern Province is 51% (with use of modern methods at 38%), which is higher than the national rate of 39% (modern methods 32%) [13] . The client -provider observations of postnatal care -family planning services for 48 h were only recorded at the maternity unit for the post-intervention group. Observations of services for the 2, 6 weeks and 6 months visits included clients that delivered at home who might have different needs or characteristics to women who delivered at the hospital.
The introduction of new comprehensive postnatal care package improved performance of providers in counselling in maternal and newborn complications, infant feeding and family planning. However because this is a generally neglected area, providers would benefit from additional clinical skills for managing maternal and newborn complications during the critical period following childbirth.
